At presentation, the patient weighed 65 kg and measured 160 cm in height. On physical examination, there was mild periorbital swelling and peripheral edema with pulse rate -60 beats/minute, blood pressure-150/90 mm of Hg. But there was no palpable goitre, raised jugular venous pressure or stigmata of chronic liver disease on general examination. Abdominal examination revealed ascites and there was also slow releasing ankle jerks on nervous system examination. Dipstick urine testing demonstrated 3+ protein, suggesting the presence of nephrotic range proteinuria. Subsequent 24-hour urine collections revealed up to 9.3g of protein in 24 hours along with a parallel decrease in serum albumin 27g/l (normal range 35-50 g/l). A marked mixed dyslipidaemia (cholesterol 7.1 mmol/l, triglycerides 4.4 mmol/l) was present in keeping with the nephrotic syndrome. Thyroid function tests showed a low free T 4 concentration (0.7 pmol/l) with a TSH value above HYPOTHYROIDISM AND NEPHROTIC SYNDROME-A RARE ASSOCIATION the normal range (10.11 mU/l).There was high titer of both antimicrosomal antibody and antithyroid peroxidase antibody indicating Hashimoto's disease. A renal biopsy was then performed and histology revealed membranoproliferative glumerulonephritis. (Fig.-1 ) The patient was treated with a series of medical treatments including high dose prednisolone (65mg/ day), thyroxine, diuretics and ACEi therapy. Subsequently, urinary protein excretion and thyroid function tests remained stable on this regime with normalization of swelling of the body. The mixed dyslipidaemia was successfully controlled using statin therapy.
cause is unclear, serological testing and renal biopsy are indicated. Although in nephrotic syndrome excessive thyroxine-binding protein and thyroxine urinary loss can generate low rate of free thyroxine and elevated TSH 4 or rising thyroid stimulating hormone (TSH) levels in patients being treated for primary hypothyroidism by increasing urinary thyroid hormone loss 5 Also congenital hypothyroidism detected on routine neonatal screening in an infant with congenital nephrosis of Finnish type 6 are reported. But association of membranoproliferative glumerulonephritis and autoimmune mediated hypothyroidism is a rare finding.
In 2008, in Japan a 63-year-old man was admitted to a hospital for evaluation of generalized edema. Coexistence of severe hypothyroidism and nephrotic syndrome was detected by laboratory examination. High titer of both antimicrosomal antibody and antithyroid peroxidase antibody indicated Hashimoto's disease. Renal biopsy showed minimal change glomerular abnormality, but no finding of membranous nephropathy. This report is a rare case of autoimmune thyroid disease complicated with minimal change nephrotic syndrome. 3 In Turkey in 2002, a case was reported with hypothyroidism and associated membranoproliferative glumerulonephritis. 1 We, therefore, suggest a urinalysis for proteinuria, keeping in mind the nephrotic syndrome, whenever a patient present with hypothyroidism.
